Historically Intellectual Disability (ID) has been included in the International Classification of Disease and related Health Problems [ICD] and Diagnostic and Statistical manual Of Mental Disorders [DSM] from the beginning. There has been a significant change in the terminology, placement of the condition, classification, and defining features as a result of advances in unraveling the development and functionality of the brain and identifying the etiologic basis of intellectual disability. Current approaches view ID from a developmental perspective and rely on both intellectual abilities and adaptive functioning.
Introduction and Historical Trends
Historically, intellectual disability (ID) has had a place in the International Classification of Diseases and Related Health Problems (ICD) ever since it was created, albeit under different names. As times have changed, so have the terminology and the defining characteristics. For instance, ICD-6 released in 1948 named the condition "mental deficiency," with terms such as borderline, imbecility, and idiocy to describe different severities of intellectual impairment, which are outdated and no longer used. The term "Mental Retardation" was introduced in ICD-8 and retained in subsequent revisions. Likewise, ID has figured in the Diagnostic and Statistical Manual of Mental Disorders (DSMs) classificatory system since its inception, and akin to its treatment in ICD, it has undergone changes in name, classification, and definition. [1, 2] Broadly, the determinants of these changes include sociocultural and sociopolitical frameworks for understanding the condition, as well as advances in elucidation of its biomedical basis. It would be an educative exercise to further analyze these influences.
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From a biomedical viewpoint, the major influences have been two-fold: first is the unraveling of the medical basis of ID and its ever-expanding list of causes; second is the astonishing advances in understanding of the functionality of the brain and its growth, maturation, and development, down to the level of molecular genetics and molecular biology. [3, 4] These advances have radically and dramatically altered the way we look at ID now, compared to, say, five decades ago. ID is being more and more understood as an outcome of adverse influences on the developing brain, and hence as much a biomedical condition as a psychosocial construct based on intelligence and adaptive abilities. The developmental nature of ID also has been emphasized, either implicitly or more explicitly from earlier classifications.
The sociocultural and sociopolitical influences have centered around the human rights of persons with ID, controversies around the nature and measurement of intelligence, and the need to consider the sociocultural milieu and the social expectations while making the diagnosis. For instance, the notion of "cultural-familial mental retardation" and "sub-cultural mental retardation," which were quite popular in the 1960s and 1970s and based on assumptions about the distribution of intelligence, is no longer considered relevant. [5] Another major sociocultural issue has been the inherent fallacies in the use of an intelligence quotient (IQ) test developed for one group of people for those from a different sociocultural background and the need for the development of standardized tests for the concerned population.
Another welcome development has been the "person first" philosophy and avoiding the use of adjectival forms such as "mentally retarded" to refer to the individuals with ID. [6] 
Principles Driving Current Classifications
Over the last two decades, many constructs and principles have emerged and shaped the approach to ID in the current classificatory systems. [2] First, there has been a search for better terminology and definition to eliminate pejorative terms and defining features, such as "mental retardation," "arrested development," and "mental deficiency." More neutral terms defining the condition as a disorder with core impairment in intellectual ability have been considered. [1] Similarly "person first" terminology has been adopted considering the human rights' perspective of individuals with ID. [6] In classification, from a neurodevelopmental perspective, a major change has been grouping of ID along with other conditions under the overarching category of neurodevelopmental disorders that have onset in developmental period, affecting the functional abilities of brain, and having a continuous life course presentation. Another construct which has evolved in the last few decades has been better definition and characterisation of adaptive skills and giving significance to adaptive functions in diagnosis and classification of ID along with IQ scores. [7] Similarly, by acknowledging the lifespan perspective of presentation of ID at different developmental stages, current classificatory systems have considered various behavioral and clinical indicators of intellectual and adaptive function skills that could be attained across these stages. This approach also helps in stressing the importance of early intervention. Reliance on these behavioral indicators to supplement or complement or as a substitute for diagnosing of ID rather than relying only on formal IQ scores is another significant trend. Keeping in line with the recent research that highlighted higher prevalence of other comorbid psychiatric and neurodevelopmental disorders, current classificatory systems have accepted the concept of dual diagnosis and behavioral equivalents to overcome diagnostic overshadowing in ID. There has been a welcome move in removing the multi-axial classification in the ICD-10 proposed by Rutter et al., in which different neurodevelopmental disorders would come on different axes such as autism spectrum disorder (ASD) in Axis I, specific learning disability in Axis II, and ID in Axis III. [8, 9] This was based on dubious and arbitrary grounds and tended to discriminate and stigmatize people with ID.
International Classification of Diseases-11 and Disorders of Intellectual Development
In this section, we look at the salient features in ICD-11 regarding ID as per the beta draft and proposed Clinical Description and Diagnostic Guidelines. We also compare its salient features with the ICD-10 and elucidate the reasons behind the proposed changes.
Terminology
The ICD-11 has proposed to change the term "Mental Retardation" to "Disorders of Intellectual Development" (DID). The term "mental" is replaced by the term "intellectual" and "retardation" by the phrase "disorder of development." [10] The new ICD-11 term is similar to "Intellectual Developmental Disorder" (IDD) used by DSM-5.
DID clearly indicates intellectual development as core impairment with neutral connotation. This change was necessitated by pejorative, negative, and pessimistic connotations of the terms mental retardation, arrested mind development, idiocy, imbecility, and mental deficiency mentioned in the ICD-10.
[1] The use of the term intellectual is also in line with the current definition of the construct of intelligence encompassing a wide range of cognitive abilities, adaptive function, and new learning ability, and has wider acceptance generally with professionals, lay individuals, and most of the health policy matters worldwide. [11] The first suggestion to change the name came from an expert committee constituted by the WHO which published the report of its proceedings in 2011. This group suggested the name of IDD which is now changed to DID. However, both the term cover the same ground and appear semantically equivalent. [2] The ICD-11 conceptualizes ID as a health condition or a disorder rather than merely a disability. This gives a balanced perspective by conceptualizing ID as a disorder in ICD and as a condition leading to disability that can be evaluated under the International Classification of Functioning Disability and Health (ICF). [12] Placement ID has been placed under the broader domain or parent category of "Neurodevelopmental Disorders," acknowledging the diverse etiological factors originating during the developmental period. The construct of neurodevelopmental disorders has been widely accepted as an umbrella term that includes a group of conditions such as DID, ASDs, developmental speech and language disorders, attention-deficit hyperactivity disorder (ADHD), and specific learning disorders, affecting early developmental process in corresponding domains. [13, 14] This gives a clear perspective on the presentation, course, and causative factors of these related conditions and has found acceptance in both ICD-11 and DSM-5 classifications.
Definition
The current beta draft of ICD-11 defines DID "as a group of etiologically diverse conditions originating during the developmental period characterized by significantly below average intellectual functioning and adaptive behavior that are approximately two or more standard deviations (SDs) below the mean (approximately <2.3 rd percentile), based on appropriately normed, individually administered standardized tests. Where appropriately normed and standardized tests are not available, diagnosis of DID requires greater reliance on clinical judgment based on appropriate assessment of comparable behavioral indicators." [10] Description Intellectual functioning is defined in abilities across various domains such as perceptual reasoning, working memory, processing speed, and verbal comprehension. This is derived from large-scale factor analysis of the Wechsler Intelligence Scale for Children-IV. [15, 16] DSM-5 defines intellectual functions more elaborately as reasoning, problem-solving, planning, abstract thinking, judgment, academic learning, and learning from instruction and experience, and practical understanding confirmed by both clinical assessment and standardized tests.
Adaptive behavior is defined in terms of conceptual, social, and practical skills involving tasks performed by people in their everyday lives. [2, 7] Conceptual skills are related to the application of knowledge (e.g., reading, writing, calculating, solving problems, decision-making) and communication; social skills are those related to managing interpersonal interactions, relationships, social responsibility, following rules, obeying laws as well as avoiding victimization; and practical skills are those related to activities such as self-care, health and safety, occupational skills, recreation, use of money, transportation, and use of home appliances and devices. [10, 13] Overall, the current definition and conceptualization of intellectual function and adaptive function in ICD-11 is a welcome change as it has replaced the concept of arrested or incomplete development of mind as a defining feature in the ICD-10.
[17] The current concept of cognitive development, cognitive abilities, and intelligence is much more dynamic and malleable than before, based on research advances in the role of experience-dependent learning and neural plasticity, and this has been taken into consideration in the definition. [18] Interestingly, both ICD-11 and DSM-5 have not specified an upper age limit for the developmental period unlike earlier versions. Though this conceptually makes some sense, it might cause hurdles from an administrative point of view. For instance, consider the vexatious issue of whether someone who develops cognitive impairment following trauma or infection at the age of 19 years will get social security benefits of ID or not.
From the beta draft definition, it is clear that ICD-11 gives much significance to appropriately normed, standardized tests for intellectual function, and adaptive behavioral assessment. Clinical assessment of behavioral indicators can be given greater reliance on diagnosis only when standardized tests are not available. Overall, ICD-11 provides better definition and description of intellectual function and adaptive behaviors, and also description of different severities of ID than ICD-10. DSM-5 definition of ID is based on intellectual and adaptive functioning deficit as per both clinical assessment and standardized testing. This may not be a practical approach in most of the low-and middle-income countries (LAMICs), where standardized tests are not readily available in the community or even if available may not be applicable to the full range of individuals as it is common to see ID presenting to health professionals for the first time across all age groups. Since the ICD-11 is still in the beta draft phase, it is worthwhile to consider putting clinical assessment on equal footing with standardized tests of intelligence for the definition. The ICD-11 could consider giving equal importance to the standardized assessment of intellectual and adaptive function along with a clinical assessment of behavioral indicators in respective domains.
Subclassification
The ICD-11 retains the earlier subtypes of mild, moderate, severe, and profound DID and has added a new subtype: provisional subtype. The classification into mild, moderate, severe, and profound ID is based on the severity of impairments in intellectual functioning and adaptive behavior as measured by standardized tests or based on appropriate clinical indicators if tests are not available. [10, 13] Table 1 summarizes the ICD-11 approach to classification of DID.
The DSM-5 also includes the categories of mild, moderate, severe, and profound IDD, but this is based on adaptive skill attainment alone as determined by standardized testing and clinical assessment. [14] Categories of global developmental delay (GDD) and unspecified IDD are also included.
Borderline intellectual functioning finds mention in the ICD-11 diagnostic guidelines draft in individuals who fall 1-2 SD below the mean in standardized tests of assessment of intellectual and adaptive behavior, not as a diagnosable disorder but as a condition requiring early intervention. [13] Borderline intellectual functioning has been mentioned in the DSM-5 in the section "Other Conditions that may be a Focus of Clinical Attention," under "Other Circumstances of Personal History." DSM-5 having moved away from defining IQ score range for different subtypes of IDD, does not specify any specific indicators for defining borderline intellectual functioning. The DSM-5 states that the V-code (V62.89) can be used when an individual's borderline intellectual functioning is the focus of clinical attention or has an impact on their treatment or prognosis.
Differentiating borderline intellectual functioning from mild ID requires careful assessment of intellectual and adaptive functions and their discrepancies, particularly in the presence of co-occurring mental disorders that may affect standardized testing procedures.
The ICD-11 acknowledges the importance of both intellectual functioning and adaptive skills in specifying the degree of the DID, by providing a comprehensive account of behavioral indicators that are characteristic of individuals in each subtype. These descriptions cover a wide range of abilities and are more comprehensive than the descriptions provided in the ICD-10. Confounding factors such as properties of the test used, testing conditions, low literacy levels, sensory impairments such as blindness and hearing impairment, comorbid psychiatric disorders, severity of problem behaviors, psychosocial deprivation, and cultural factors and their impact on test items should all be considered in interpreting an IQ score. [13] Thus, ICD-11 gives more emphasis on clinical behavior indicators when standardized tests of intellectual function and adaptive functioning can't be administered. Also, ICD-11 diagnostic guidelines give a detailed account of behavioral indicators pertaining to intellectual function and adaptive behavior across different age groups that can be attained by individuals with varying degrees of ID. DSM-5 has taken a different approach in classification, basing it on adaptive function domains alone, on the grounds that adaptive functioning determines the level of support and that IQ measures are not valid in lower ranges. [14] This approach has interesting implications: DSM-5 looks more practical for clinical practice whereas ICD-11 could serve the research and administrative purpose better. ICD-11 and DSM-5 both acknowledge the importance of early and appropriate intervention in improving the impairments and suggest longitudinal assessments over the developmental trajectory in an individual emphasizing the dynamic nature of the condition.
Global developmental delay and provisional DID
ICD-11 includes a separate category of provisional DID when there is evidence of a DID but the individual is an infant or child under the age of four or it is not possible to conduct a valid assessment of intellectual functioning and adaptive behaviour because of sensory or physical impairments (e.g., blindness, prelingual deafness), locomotor disability, severe problem behaviours or co-occurring mental and behavioural disorders. [8] DSM-5 includes the nomenclature of GDD for children below age 5 years, who are too young to participate in standard developmental assessment but show evidence of delay in attainment of developmental milestones. [14] ICD-11 category of provisional DID appears to be a mixed bag that includes young children under 4 years and other individuals who could be older with comorbid factors that may impact valid assessment. This brings in certain amount of ambiguity. From a clinical point of view it would be better to retain this category only for young children and put all the rest in unspecified category.
Comorbidity in disorders of intellectual development
ICD-11 allows for comorbid diagnosis of DID and other neurodevelopmental disorders if the core impairment in the other disorder is significantly lower than what would be expected based on intellectual and adaptive behaviour functioning. If all requirements for a DID are met and inattention and/or hyperactivity-impulsivity are found to be outside normal expected limits based on age and level of intellectual functioning with significant interference in functioning, both diagnoses of ADHD and DID can be made. In diagnosing comorbid ASD, adaptive function assessment has to emphasise conceptual and practical domains considering the inherent deficit in social skills in persons with DID. Diagnosis of developmental speech and language disorder can also be made if language abilities are significantly below the current level of intellectual and adaptive behaviour functioning. [13] Prevalence of other comorbid mental and behavioural disorders in individuals with DID has been acknowledged and need for considering the individual's level of development and intellectual functioning in assessing the symptoms with greater reliance on observable signs and the reports of caregivers in assessment is emphasized. This has been a welcome change in ICD-11 compared to ICD-10 and also DSM-5 which does not mention comorbid conditions in detail. [13] Both classifications mention the impact of comorbid condition in assessing intellectual ability by standardized testing. 
Comparison between International Classification of Diseases-11 and Diagnostic and Statistical Manual of Mental Disorders-5 Approaches to Intellectual Disability
There are many similarities as well as differences in the approach to classification of ID between these 2 systems.
These are laid out in Table 2 . The principles of classification mentioned above have by and large been followed by both systems.
From Table 2 and the discussion above it is clear that ICD-11 continues to give prominent place for standardised tests for assessment of intellectual function. Significance of clinical assessment of behavioural indicators has been emphasised only when standardized assessments cannot be carried out. However DSM-5 seems to have taken the view of giving equal importance to standardized assessment and clinical assessment. In classifying the subtypes also DSM-5 has taken an approach of using behavioural indicators of adaptive function as the criteria. However ICD-11 has compensated by giving a more comprehensive and better account of clinical behavioural indicators for intellectual and adaptive function across different age groups like early childhood (0-6 years), childhood and adolescence (6-18 years) and adulthood (18 years and above) for each subtype of DID.
Summary of Major Changes in International
Classification of Diseases-11 1 . ICD-11 has accepted the change of terminology to "DID," giving a clear view of intellectual function as core impairment, avoiding the negative connotation associated with terms like mental retardation, and accepting the universal use of the term ID in line with DSM-5 and most of the clinical and policy applications 2. ID is placed under the broader classification of neurodevelopmental disorders, acknowledging the period of early development of the brain as the time of onset of intellectual impairment and giving it a life-span perspective 3. While defining and classifying DID, ICD-11 states that intellectual function and adaptive behaviour as tested by appropriate standardized tests needs to be considered and in the absence of which more reliance on clinical judgement needs to be excised 4. Definition of adaptive function in the domains of conceptual, practical and social skills and clinical behavioural indicators in these domains attained by the individuals based on severity has been explained in detail 5. ICD-11 gives comprehensive behavioural indicators regarding the intellectual and adaptive skill attained through various developmental stages 6. Significance of early intervention and support system in improving the functional domains and importance of assessments over longitudinal course to ascertain the skill attainment is a significant change considering the developmental perspective 7. Effect of psychometric properties of the test used, testing conditions, literacy level, sensory impairments, psychosocial deprivation, and cultural factors on IQ score has been acknowledged, reliance on clinical judgement under these circumstances is a major change 8. ICD-11 follows a health condition or disorder approach to ID rather than a disability-centric approach. One could use ICF framework to evaluate the disability in DID 9. Significance of comorbid neurodevelopmental and other psychiatric disorders, allowing for dual diagnosis and acknowledging the behavioural equivalents in diagnosis has been given importance.
Issues requiring Attention in Future Revisions
1. Cognition vis a vis intelligence: A better definition encompassing the various domains that constitute the construct of intellectual ability could be included for better clinical assessment [11] 2. IQ score and its utility: Even though ICD-11 acknowledges the various factors influencing IQ score as mentioned in the discussion above, it relies on standardized tests as a first line for definition and classification with clinical assessments if testing is not available rather than using either one of them [11] 3. Developmental delay in very young children: Even though a category of provisional DID has been included, the cut-off of 4 years appears arbitrary. Inclusion of individuals (of any age) with comorbid conditions, sensory and physical impairment in the same category complicates the matter and takes away the importance of recognizing and labelling early developmental delay 4. Significant intellectual and behavioural impairment secondary to causes during the developmental period that are more prevalent in LAMIC such as brain infections could be explicitly mentioned 5. Even though ICD-11 has acknowledged the importance of assessing the comorbid psychiatric disorders by behaviour observation and caregiver information, a better account of presentation of other psychiatric comorbidities in the presence of DID could be mentioned under the respective individual disorders.
Conclusion
Overall, ICD-11 has taken into consideration the various influences on brain development and their reflection in defining intellectual function and adaptive behavior. The diagnosis is based on clinical behavioral indicators of skill attainment over different stages of developmental trajectory.
Moving from IQ scores alone as a major criterion for diagnosis, considering the sociocultural factors and relying on adaptive skill attainment in practical, conceptual and social domains gives it better clinical utility. To conclude, ICD-11 has provided a more humanistic, developmentally informed and comprehensive biopsychosocial viewpoint for DID.
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